Dear Editor,

Laser peripheral iridotomy (LPI) is commonly used to treat acute angle-closure glaucoma (AACG) and to prevent glaucoma before posterior chamber phakic intraocular lens (IOL) implantation. Patients may experience some of the following visual symptoms after LPI: diplopia, ghost images, lines, glare, and haloes. These symptoms are associated with high lid position or large iridotomy size \[[@B1]\]. The typical treatment for such symptoms is a tinted contact lens. When patients cannot tolerate tinted lenses, surgery may be necessary. Here we effectively adapted a simple iridoplasty technique for the treatment of symptomatic LPI.

LPI was performed in the first case to treat AACG. A 46-year-old woman presented postoperatively with glare in the left eye. Her left eye best-corrected visual acuity (BCVA) was 20 / 20 and intraocular pressure (IOP) was 13 mmHg. Slit-lamp microscopy revealed two LPIs 1 / 2 to 2 / 3 of pupil size at 10 and 2 o\'clock as well as incipient cataracts ([Fig. 1A](#F1){ref-type="fig"}). In the second case, LPI was performed for the prophylaxis of glaucoma after the implantation of a phakic IOL in a 42-year-old female. Postoperatively, the patient complained of glare and photophobia in the left eye. Her left eye BCVA was 20 / 15 and IOP was 12 mmHg. The slit-lamp examination revealed a clear lens and two LPIs at 11 and 1 o\'clock that were partially covered by the upper lid ([Fig. 1A](#F1){ref-type="fig"}).

Both patients agreed to undergo peripheral iridoplasty. Both patients agreed to undergo peripheral iridoplasty. The surgery was performed using a modified Siepser slipknot technique ([Fig. 1B and 1C](#F1){ref-type="fig"}) \[[@B2],[@B3],[@B4]\]. The primary incision was made in superior cornea ([Fig. 1B-1 and 1C-1](#F1){ref-type="fig"}). A secondary incision was made near the iridotomy to allow for the injection of viscoelastics and insertion of the IOL manipulator. Sodium hyaluronate 1.4% (Healon GV; Pharmacia-Upjohn Ophthalmics, Kalamazoo, MI, USA) was injected to the anterior chamber and iridotomy site in a step-by-step manner to protect the lens ([Fig. 1B-2 and 1C-2](#F1){ref-type="fig"}). A CTC-6 long, curved needle was passed through the main incision with 10-0 polypropylene suture. The needle was use to elevate picked up one side of the iridotomy with counter-pressure provided by the IOL manipulator ([Fig. 1B-3 and 1C-3](#F1){ref-type="fig"}) \[[@B5]\]. The needle was then passed through the other side of the iridotomy with the same support and finally exited through the corneolimbal angle ([Fig. 1B-4 and 1C-4](#F1){ref-type="fig"}). The IOL manipulator was introduced through the main incision, used to create a suture loop, and then retracted through the main incision ([Fig. 1B-5 and 1B-6; 1C-5 and 1C-6](#F1){ref-type="fig"}). The free proximal end of the suture was passed through the loop three times ([Fig. 1B-7 and 1C-7](#F1){ref-type="fig"}). The first slipknot was gently slipped through into the anterior chamber, then engaged *in situ* around the iridotomy site as each free end of the suture was pulled ([Fig. 1B-8 and 1C-8](#F1){ref-type="fig"}). This maneuver was repeated twice to secure the knot ([Fig. 1B-9 to 1B-12, 1C-9 to 1C-12](#F1){ref-type="fig"}). Both ends of the knot were then cut using long Vannas scissors. Depending on the size of the iridotomy, it was secured using one to two additional slipknots. The viscoelastic material was removed by manual irrigation. In order to prevent AACG recurrence in the first patient, iridotomy size was reduced by 80%. Postoperatively, two patients reported that their symptoms disappeared completely ([Fig. 1A-2 and 1A-4](#F1){ref-type="fig"}). Their postoperative BCVAs were not decreased and IOPs were not elevated. No other postoperative complication was detected.

The use of peripheral iridoplasty to close symptomatic LPI without disturbing the lens represents a technical challenge. Surgery can lead to iridodialysis, cyclodialysis, and subsequent bleeding \[[@B5]\]. The following steps prevented these complications in the two patients presented here. First, we used a modified Siepser technique for creation of the knot *in situ*. This type of knot minimizes the force pulling on the iris from the direction of the corneolimbal angle. Second, we used an IOL manipulator to create a counter-force when the needle was passed through the iris. Third, the viscoelastics is inserted in a step-wise manner. This was performed to prevent iris prolapse through the primary incision, which would subsequently trigger a sharp spike in IOP. Finally, the needle was maneuvered extremely gently when passing horizontally through the anterior chamber to as to avoid contact with the lens. This is the first report to describe the adaptation of a modified Siepser slipknot technique to treat symptomatic LPI in phakic eyes.
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![Figures (A) presented preoperative and postoperative photographs of cases (case 1, A-1 and A-2; case 2, A-3 and A-4). Solid arrows indicate preoperative laser peripheral iridotomies (LPIs), and open arrows indicate closed LPIs. Figures (B) showed intraocular Siepser slipknot technique. Figures (C) presented schema of (B). Numbering is consistent with (B).](kjo-28-426-g001){#F1}
